Removal of a Facial Nevus by Curry, T. W.
of the box, with the result that the box can frequently
be opened only by breaking or splitting the lid.
To obviate these disagreeable features in the ordinary
receptacle for securing such samples, I had made, over
a year ago, a wooden box which consists of three pieces,
as shown in the accompanying photograph. The base
has an offset or shoulder at A on which the inside cap
B rests, the interior of the base and the bottom of the
cap being covered with asphalt, thus rendering the box
impervious to moisture and also making a tight joint at
the shoulder A. The knob on the top of the cap B
projects slightly above the level of the base, thus allow-
ing the cap C (when the top is screwed down on the
box) to press on the knob of the inside cap, making a
pressure at the shoulder A to insure a perfect joint at
this point.
I have had these boxes in daily use for about a year
and have found no objection to them since the shape of
the cap has been changed and the knob supplied. The
box can always be easily unfastened and the inside cap
lifted out without soiling the hands.
The cost of these boxes is trifling, as they can be se-
cured in ten-gross lots at $3.25 per gross. The boxes
have been made for me (in wood) by E. B. Estes &
Sons, New York City.
A new box for samples of sputum.
I am not interested in the manufacture of the boxes,
but can recommend them to any one who has met with
the annoying and disagreeable features above mentioned
in the examination of sputum.
REMOVAL OF A FACIAL NEVUS
T. W. CURRY, A.B., M.D.
STREATOR, ILL.
History.\p=m-\Thepatient, K. H., female, domestic, aged 15, had a
hairy mole from birth, covering the entire right side of the face
and raised above the surrounding skin, growing up into the
hair, down along, close to and under the right eye, to within
one-half inch of the ala of the nose and corner of the mouth
down onto the neck, below the angle of the jaw and over onto
the tragus of the right ear. The growth had given rise to no
symptoms of any kind, but kept the patient a recluse, in order
to avoid comment.
Operation.\p=m-\This nevus was removed piecemeal, six different
operations being performed, at intervals of two weeks. The
first consisted in taking away a piece, three inches in width,
on the neck over the angle of the jaw, undermining the free
flap of skin on the neck, pulling it up and suturing it to the
cut edge of the nevus. In the next stage, that part on the
forehead was removed and a flap of skin, with the base at-
tached, swung across from the middle of the forehead to cover
in the defect. The remainder of the nevus was cut away in four
sections, and ordinary Thiersch grafts, taken from the thighs of
the patient at the time of operation, were used, the cut surface
being thoroughly dried and the grafts placed directly thereon.
After none of the operations did the grafts fail to grow, al-
though the little patient could not be kept from talking. There
was no suppuration at any time. That part of the nevus below
and at the side of the eye was removed with the electric needle,
sinee contraction of the scar and pulling of eyelids was feared
if this portion were excised. The original intention of remov-
ing the mole en masse was later abandoned, for fear the cut
edges of skin, retracting, would leave a space too large to
cover. The grafts were dressed with gauze, held in place by
small strips of adhesive plaster, with gutta percha tissue out-
Fig. 1.—Patient with facial neyus.
side of this. In forty-eight hours, when the dressing was
taken down, the gauze was found moist and easily detached
from grafts. (Dr. L. L. McArthur, Chicago, gave me this
useful suggestion when I was serving under him as an interne
in St. Luke's Hospital.) It provides a sterile dressing next the
wound, instead of the gutta pereha which is difficult to render
aseptic. As for the method of erecting a bridge over grafts, it
Fig. 2.—Patient after removal of facial nevus. Picture taken one
year after that shown in Fig. 1.
would seem safer to place a dressing directly on so mobile a
surface as the face and in this way prevent the grafts from
slipping and becoming detached.
Postoperative History.—The patient suffered no ill effects
from the repeated short periods of ether anesthesia. She was
kept on a liquid diet for four days after operation. For sev-
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eral weeks after the work was completed the side of face on
which the operation was done presented a bluish tint, but this
soon faded out and now is the same color as the opposite side.
At present, two years after the operation, there is only a little
scarring, no contractures, no disturbance from heat or cold,
and the natural expression of the face, when smiling and when
in repose, has been preserved.
301 Main Street.
AN EYE BANDAGE AND ITS METHOD OF
APPLICATION
G. A. MORLEY, M.D.
CROOKSTON, MINN.
I present herewith illustrations of an eye bandage
and its method of application which I have found ofgreat service in my practice. The bandage will remainin position on children and patients who are confined
to bed; it is easily removed and reapplied; it is wash-
able, and can be used several times; it is easily made
and requires a small amount of material; it is light
and cool.
To make the bandage, take a piece of muslin or gauze
the desired width, long enough to go around the pa-
Figs. 2, 3, and 4.—Showing various views of the eye bandage applied.
tient's head, and fold it in such a manner as to cut a
hole for the ear equidistant from the ends, as shown
in Figure 1. The bandage is then put on the patient
with the ear through the opening just made, the dis-
tance from ear to nose is measured, and a curved pieceis cut out in order not to obstruct the vision of the
good eye (Fig. 2).
With a little practice, the length of the oblong open-
Fig. 1.—An improved bandage for the eye.
ing (Fig. 1) can be judged so that it will be cut of the
proper size to permit of the upper part of the bandage
to go high on the back of the head and the lower part
to go low enough on the neck, as in Figure 3. The po-
sition of these strands (Figs. 3 and 4) regulate the
staying quality of the bandage; if too far apart, the
upper strand will slide forward over the top of thehead; if too close together, both strands will slip up
or down. Lastly, the tails for tying the bandage should
be formed (Figs. 1 and 4).
TREATMENT OF VARICOSE ULCERS BY
LEGGINGS
J. B. MURPHY, M.D.
CHICAGO
Varicose ulcers, in cases in which operation is refused
or inadvisable, or in the smaller type of ulcers in which
it is deemed unnecessary, can all be cured by the appli-
cation of uniform, inelastic pressure from the ankle to
the knee. The difficulties heretofore encountered have
been, first, to obtain an apparatus which will give this
uniform support, and, second, to have one that is con-
venient and easily applied. For many years I have used
silicate of sodium to make a clam-shell cast to fit ac-
curately and produce uniform compression over this
entire area. It is put on in antero-posterior, antero\x=req-\lateral or lateral halves, and as the swelling and edema
of the leg recede the edge of the cast can be cut so that
the pressure or support of the vessels may not be di-
minished. The ulcerated area itself should be covered
with a strip of gutta-percha paper or oiled silk overlap-ping it one-half inch on all sides, with no other anti-
septic or aseptic dressings. There will be no discharge
from this surface on account of the pressure, and the
cast may remain for a week or ten days without odor
or discomfort from the secretion, as it is a well-recog-
nized fact that granulation tissue firmly compressedgives practically no secretion.
On account of the inconvenience of application and
changing of this cast I have devised a "leg corset" or
legging that fulfills all the physical requirements of the
silicate splint. The pressure can be accurately regu-
lated, and uniform inelastic support is given from the
ankle to the knee. It is removed at night, if necessary,
and replaced in the morning. The support should not
be elastic. The great drawback of the stocking and theMartin bandage is that they are elastic and, therefore,do not give uniform, consistent and continuous support.
The corset is made to accurately fit the leg, or is made
over a plaster model of the leg, which is the better plan.
The ulcer is dressed with a piece of gutta-percha paper
overlapping it one-half inch on all sides, the latter cov-
ered, if desired, by a larger piece of oiled silk to protect
the corset.
The corset or legging I now use is constructed of
strong, heavy-grade linen or heavy silk and provided
with a double lacer, as shown in the illustration. As
the material is non-elastic, this is necessary to adjust
the amount of compression accurately and readily at allpoints. The length of the legging must depend on the
requirements of the case. It usually extends from the
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